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A follow-up survey was conducted on February 31
1 2007 ta determine if the facility had come into
complisince with the Conditions of Participation df
Gaveming Body and Client Protections which
were cited. during the January 8, 2007 through
Jznuary 10,-2007 annual recerfificatiork survey., A
random sampling of two elients was sefected for
the follow-up survey.

38

Ti . Findings were based on observations, interviews
i WIth group home and administrative staff and the -
P review of records. At 3;30 PM the Direstor of
Residential Services was informed at the facility
that the Conditions of Participation of Gaverning
Beody and Client Protections had been inet,
howevar there were continuing sandard level '
-| deficiencies. .

483,420(a)(2) PROTECTION OF CLIENTS {W 124}
RIGHTS -

HITYIH 40 N3 wars

ST d L2 uw g

i o | The faclity mufst E.insura the ;ights of ail clients. Wi24 . " 5 '!E e/
' | Therefore the facility' must infarm eachlchent, This Standard will . N ”
... | parent (fthe dlient s a minor), o legaliguardian by: Wil be met as evidenced | - 0RGPING
77 | of the client's medical condition, develdpmental .

and behavioral status, attendant risks of
treatmert, and of the right to refuse tretment. Reference response to W263.

This STANDARD isnot met as evidenged by:
Based on staff interview-and record review, the

| facility faled to ensure that a system had been
... . |established to obtuin consent for treatments that.
¢ 7 | may cause risk to the rights of one of tWo clients
[ I linthe sample. (Clients #3)

The finding inciudes;

“BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESERTATVES SRIOTirE TE TRy DATE
1y deficiency statement ending with an asterisk (" denotes aidaficlen
eafsguards provide sufficlent protaction to tha patients. ($ee inatru

nd the date of Survery whether of not a plsn of comsctionis providad,i
Tollowing the date these documenti® zre made available @ the faciity.:

‘meam partlcipation.

<y Which the instifution may be excusad from tormedting providing it s detemained that
clibns) Exeapt for nurzing homes, tha fncdinos statag above are diselosable 90 days

For Aursing hemes, the abave findings and plans of oprrection are disclasabie 14

I¥ Qeficiencies amw cited, an approved plan of comection ia requisite 1o confinued

M CMS-ZE67(p2-28) Praviolis Vergions Cbaoleta Evant IDiBRXE12 Pacifity 1D: 08&1%9 : ¥ continuation sheet Fage 1of5
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Contlnued From page 1 {W 1243
The facility failed to provide evidence thiat '
subsiitited consent had been obiainedifrom a

I lngally recognized individual ar entity far the use-
of Client #3 psychoinepic medication and bohavier
support planh. [See W263]

483.430()(1) STAFF TRAINING PROERAM

W 189}

| The faeility must provide each employee with
inttial and continuing'training that enabls the
employee to perform his or her duties effectively,
_efficiently, and competentiy. ‘

This STANDARD is not mat =2 evidented by;

Based cn observation, staff interview and record

. review, the facility failed to provide eash

| ' employee with initial and continuing trafining that:
', | enablas the employee to perform his ot her dutics

effectively, efficlently, and competently, -

! ... | Thefinding includes:

A fallow-up survey was conducted at thie faclity
on February 21, 2007 determined 24 previously
training had been completed except Mandt
Training, interview with the Qualified Mentai
Retardation Professional at 12:57 PM révealed
the Mandt Tralning had been scheduled twice in
February 2007 because of inclement wiather (.
snow and ice). During the survey, the Mandt
Training was rescheduled for February26th ang.
27th, 2007. - The QMRP indicated that the treining
agenda 2nd roster will be faxed to DOH
Immediately after the training is held.

483.440()(3)(ii) PROGRAM MONITORING & W 263}
CHANGE

o .. | The commitize should insure that these programs
{0+ | are conducted only with the written infotmed

‘This Standard will be met as evidenced

0 '
— S ——

w189 -
3207

by: ongpung

MANDT training was held on 3/1/07 -
3/2/07.

QMRP/Home Manager will continue to -
schedule staff training ongoing and/or as " |
needed to ensure that staff demonstrate the'
necessary skills to perform duties
effectively, efficiently and competently.

‘
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- | consent of the client, parents (if the clisttt is a - e
o minor) or legal guardian. W263
‘ This Standard will be met as ewdenced
by: .
This STANDARD is not met as evidenged by: i \
Based cn observatian, interview and retord ‘QMRP along with medical staff will ensure"
review, he faciliy’s speciafiy-constituted that informed written consent is obtained
committee (Human Rights Commitiee, HRG) prior implementation of restrictive
failed to ensure that restriclive programis were P MRP will i
used only with written consents, for ond of the twb measures. QMRE will contact family
clients In the sample. (Client #3) mmember 1o obtain informed consent. :
; -| QMRP will ensure that client #3°s family
The finding includes; member is fully knowledgeable and : ‘
understands tisks and benefits of treatment. :
S g]r;t?rview “ﬁ?}gie Qi-:l;ljalifﬁed Mental El?jtaﬂ:éﬁon If necessary, QMRP will seck legal %1807
essional (QMRP) revealed the clierit #3 was ardianshi clier ; YA
precrbed a behaviarisupport plan (BSH) that E:f: ;ﬂatﬁh‘;ﬁggoﬂ miéo f‘;’:g:; assist . oY
included Zyprexa to manage the client's agitation. P ‘
Further interview revealad the client hatl family . X . |
invalvement in his affairs, but did not have an QMRP will review all resteictive programs
advocate or guardian ta give consent far the use: at the Human Rights Committee meeting
of restrictive measures, and maintain record on file to support
review discussions and recommendations.
Although the Human: Rights Committea (HRC) : :
approved the implementation of the BSP, there
was no evidence written consent was dbtained
from a legaily-senctioned guardian andlor a
suwrrogate health care decision-maker i .
implement these restrictive progratns/shratagies..
483.450(a3)(3) PHYSICIAN SERVICES (W 322}

m 322}

The facility must provide or obtain previentive and
general medical care,

Thls STANDARD is rot met as evidented by:
Bazed on interview and record review, ithe facility
failed to ensure timely preventive Gare for two of

) T?M CMS-?BB?(Oz-QQ) Prindoue Versions Qbsalnta

Evert ln.amc ”

Facllity iD; @G22
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mE twa clients in the sampie. (Clients #1' ond #2)
The finclings include:
1;m0n May 31, 2006 Ciient #1 had his 2nnuai —_———— =
urology consultation. The urologist diagnosed BES 2 3 L Ra
frequent: urination. Uroxairal 10 mg 2SR 24H ?}’13228 - T
was prescribed, The urologist further is Standard will be met as evidenced
recommended that bladder out obstruclion be by: ]
ruled oul, At the time of the revisit, Felruary 21, . A |
2007, thls pracedure had not been perfdrmed. I.  Client #1 has been scheduled for annua)'| 2.0%.07
e o : ] Urologist examination, Nurses will ONGLanL,
2. Th@fm}]ty failed {o ensure _Cl(en't #2 I'eoeivadr continue to monitor appoinmlent . J
AFmosd'(a'g?e svtb:ag% to2 )waar during the vge of his schedules, maintain master listingto } \
+ v v _ track appointments and schedule prior %o
3. Interview with the on Supervisory LFIN on expiration dates. RN will continue to
Februar: / 21‘ 2007 at 327 FM ravealadlic-lient #3 conduct l’Ouﬁl‘le file audits to further [
had a padiatry consuliation on Decembgr 15, ensure compliance with this standard.
2007. The review of the consuitztion repott .
indicated "open wound-severe tines of second ek
toes". The review of the consultation report 2 I t
::ndicatacl "apen wound-severe tinea of $econd left - Reference response to W436, 2. ,
0¢", The Podiatrist diagnosed "Seversitinea . . : "
Pedis. Apply Lotrimin 1«4 web spaces both fest 3. LPN will follow-up with the primary .| -
dafly x 2 weeks". Further record reviewindicated care physician to ensure that all | 3H 0T
the padiatrist wrots & prescription for Penicilkn ad recommendations as are addressed as . O'N'j"““"\
recommended follow-up with the dermaiologist. outlined. Also, reference response to '
| The review of the Medication Administrétion W322.1.
Record revealed the Client #3 began tareceive
the Lotrimin Cream an December 2, 2006.
Further record review failed to evidenca that the
recommendations for the Penicillin andithe
dermatology consult were addresséd by the PCP
ar that the PCP had ensured the client feceived
-| the redication for treatment of his feet limely.
7V 331} | 483.460(c) NURSING SERVICES W 384}
N The facility must provide cllents with nursing

i CMB-2667(02-90) Previous Versions Cbsolai

Bvent ID:BRXS12
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Continuzd From page 4 {W 331}
services in accordancs with their needss,
This STANDARD s net met as svidented by: W331 - — T
Based on interview and record review, the facility: This Standard will be met as evulencecl
.| Tailed to ensure nursing services were provided in by:
'accordance with the needs of two of twa elisnts ( '_
Clients #1 and #2) in the sample, RN will address timely follow-up with LPN}:
L . staff, Additional training will also be '
The findings include: jconducted to further ensure compliance w1ﬂ"
Ok 1. Interview with the on Supervisory LFIN on this smdmd
Februanr 21, 2007 at 3:27 PM revealadiCliant #£3 -
had a podiaby consultation an Decembpr 15, .
- 2007. The review of the consuliation report W436
indicated "open wourd-severe tinea of $econd lekt This Standard will be met as evidenced
foe". The Podiatrist dizgnosed "Severastinaa by:
Pedis, Apply Lotrimin 1-4 web spaces both feet :
-ﬂfﬂy X d2 ‘”3;‘"‘5"- Further record r?viewa Mdiﬁnategl 1. Client #3°s orthopedic shoes were |
e padiairist wrote a: prescription for panicillin adi . 12.39.0
mcgmmpnded follow~up with the dermatologist %;ﬂced up on 21/12(71/(;7 q Physical 3 u’m;
There was no nursing documentation that the erapist is scheduled to assess repau' /| RNPIAG
nurse was aware of the podiatrists assessment by 3/14/07.
and recommendations, \
' QMRP will ensure timely follow-up of
The review of the medication admlmsh'aﬁon needed repairs to all client’s adaptive
record (MAR) on February 21, 2007 revealed the equipment.
client did not begin to receive the Lotririin Cream
until Decamber 22, 2D08. Interview withthe nurse
on Febryary 21, 2007 revealed the client's feet’
got better and that the podiatrist was eXpected at
the group home on February 21, 2007. There wak
no evidence the nurse pravided ﬁmely follow=up
1o address the podialrist's treatment
s recommendations for Client #3.
W 436} | 483.470(gK2) SPACE AND EQUIPMENT {w 43s}

Tha facility must furnish, maintain in gand repair,

‘and teach cllents to use and to make irffarmed

i CGMS-2587(02-82) Pravious Versions Obsalete

s)mnt ID:BRXEIZ

Faclity 1D: 08G128
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Continved From page 5 ° ' {W 436}
choices about the use of denfures, eyejlasses,
hesring snd othar communications aids, braces,
and other deviees identified by the -
Interdisciplinary team as needed by thercliept,

This STANDARD s not met as' evidented by;
Based on observation, interview and rerord
review, the facllity fafled to ensure spedial shoes
were oblained for Client #2; failed to etisure
special shoes were maintained in-gocdirepair for
Client #1; and failed to ensura that Clieht #1 was:
.| provided with dentures as recommenddd by the
interdisciphnary team (IDT). )

The findings include:

1. On February 21, 2007 Client #2 was obeerved
wedring boots, Interview with the home manages
revealed that the client's orthopedic shoes were In |
the shoe shop for repairs.

2, The facility falled.tn ensure Client #3 rocaived:
recommended extra depth shoes to T aver his
AFO's.

| (Status) :nterviews with the QMRP, the home
manager, and the supervisory LPN on February
21, 2007 at 10:30 AM revesled the faciity had
i . |made progress in the area of adaptive aquUipment:
L One of two new AFOs recommended fdr Cliens %
| © | 3's was oelivered to the facility on February 21,
2007. Follow-up by the QMRP with thenender on
February 21, 2007 revesled the SecondiAFO had)
been shipped. The physical therapist (PT) had
been scheduled to evalugte the effectiveness of
the new AFOs after both have been received &t
the faciiity, Interview'with The QMRP on

NiFe2587(02-20) Previous Vorzions Obsoists Bront IDiBRX012, - Facilty ID: 69G120 . If continustion sheet Page 6 of
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h February 21, 2007 =t 5:30 PM revealed she wil ,
| ) notify DOH after the PT assasses the tiew AFOs.

'Once the assessment of the AEOs is cumpleted.

the PT will be able ta determine the tyite of shoep
needed by the client to campliment theinew AFCs

1. The facillly failedito ensure Chent 12
orthopedic shoes were maintained In gpod repai,

Qbservation of Client #1's crthopedic shoes on
January 10, 2008 revaaled that both shbes were.
Very runover, Approximately 509 of thi both of
the heeis were worn off on the euter aedges.
Imtervieyy with the hame manager indicsted the
client had received the speciai shoes '
approximately three months prior fo the survey.
Further inferview with the home managper
indicated the ¢lient wears his shoes ouf quickly,
hawever the the funding agency only pays for the
purchase of one pair:af special shoes year.

Record verification revealed on October 28, 2009 :
the Physical Therapist commented, "Abtence of
normal arm swing and trunk rotation in his galt.
Elbow arid wrist flexinn during ambulation. Ha
fands on the |ateral border of his faat which
causes increased latera) shoe wearing®, There
was no svidence Client #2 orthopedic shoes were
closely mionitored for the wear on the heals 1o
enrsire tinely maintenance, - .

2.' The faciity failed to ensure Cliant %23 received.
recommended extra dapth shoss to fit @ver his -
AFO's,

On January 8, 2007,Client was observed to

ME-ZSGT(02-89) Frevions Vemmlone Ohsalate

Ebemt ID: ERXE12
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Continued From page 7 {W 436}
ambulate with Loftstrand crutclies ag he ek for
his day pragram at 216 AM. Interviewavith stasf
Indicated that he wears bilateral braces, Ankle
Fout Orthases. (AFOs) to provide additipnal
support during ambulaiion. Record reviaw
Indicated the client had a foflow-up conkuitation
post custom fitting of bitateral AFOs onidune, 27,
2006 during which staff were reinstructed on
proper clonning. The consultant indicated the
AFOs fit wel, recommended proper domning for

-| AFOs and follow-up in six months. Further record
review reveafed a recammeandation. by the
Physical Therapist (FT) dated January b5, 2006

| which statad to ensure well fitting sockd to
decreass risk of skin. breakdowns and ¥ monitor
lower extramities for faot breakdown,

Recard review revealed Cllent #2 was gvaluated
on September 14, 2008 for the use of molded
shoes with the AFOs. At that time the SHaptive
squipment provider recommended exira depth
shoes Io fit aver the AFQs. The facility was
requested to submit an original 719A appraving
the special shoes. Record verification reflected an
Adaptive Equipment Assessment dated
Navember 7, 2006 which recommended molded
shoes to be used with crutches, A corresponding:
RS 719A dated Novamber 21, 2006 signediby the

iy Primary Care Physician (PCP) was alsa noted.

i | Further record review revealed a mediceg|
i | consultation report from the podiatrist dited

s November 1, 2006. The report indicated 3

0 tdiagnosls of "Ulcer ta left mid lateral foat,

# | Necrotic fissue noted uieet 3 crm. erythems noted
“ . | Uloer debrided. Started on Keflex® 500kmg BID
During the follow-up visit on November 14, 2008,
the podiairist indicated that the ulesr was healing.
Inerview with the nurse on January 10, 2008 at

+12567(02-98) Previous Varslona Obsaleta . Event ID:BRXGH%Z Foelity ID; 096129 " If continuation sheat Page Bafg




7 10:16 FAX 202 891 9293 INDIVIDUAL DEVELOPMENT
17:11 FAX 202 518 9685 IDI '

[dolo
@oio0

=&

PRINTED: a3me/2o007

| BYPARTMENT OF HEALTHAND HUMAN SERVICES . ' )
/ , FORM APPROVED
\ CENTERS FOR MEDICARE & MEDICAID SEFRVICES N OMB NO. 0938-0391
‘ EMENT QF DEFICIENGIES 1} PROVIDER/SUPPLUER/CLIA NSTRUC RVEY
PLAN OF CORRECTION o IDENTIFICATION NL{lEMBEﬁ o MumPLE. =0 TION 3 ggr:ﬁfgren
i . A BUILDING
3 i . TR
;: ; — _ 095128 L[ 02/21/2007
f ﬁ NAME OF PRO\{"BER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE C
L : SM2WALNUTSTREEY,NE
¥ : : . . - - | WASHINGTON, D¢ zou1s
I D SUMMARY STATEMENY OF DEFICIENCES b ' FROVIDER'S PLAN OF CORREGTION E)
" PREFIX (EACH DEFIGIENGY MUST BE FRECEDED Y FULL PREFIX EACH CORRECTIVE AGTION SHOU BE CROS3- | COMPLETIO)
E TAG REGULATORY OR LSC IDENTIFYING INFORMATION; T.EFG R(EFERENCED TOTHE APPROPRIATIEDDEFICIENc‘n DATE
|

436} Continued From page B | {wW 438}
approximately 5:10 PM indicated the fgat ulcer
may have been related to the AFO whith the
client is prescribed to wear at all imes during
ambulation, _

interview on January 9, 2007 with the Qualified
Mental Retardation Prafessional (QMRP)
indicated the 719A had been submitted fo vendor
for the extra depth shaes, however it takes 3
while to get the shoes because they are speciaily
made. At the time of the survey, there was no
evidence Client #2 had received the exira depth
shoes recommended to fit over the AFs ar that
a-date-had been pravided for the delivary of the
shoes for the elient.
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